Silent pulmonary artery dissection in a centenarian  by Matsumoto, Asumi et al.
JC
S
A
M
K
a
b
R
I
P
t
c
d
f
s
C
A
d
h
M
J
(
1
dournal of Cardiology Cases (2012) 5, e36—e38
Available online at www.sciencedirect.com
journa l homepage: www.e lsev ier .com/ locate / j ccase
ase Report
ilent pulmonary artery dissection in a centenarian
sumi Matsumoto (MD)a,∗, Tatsuya Kawasaki (MD)a,
ayumi Takeoka (MD, BS)b, Michiyo Yamano (MD)a, Chieko Sakai (MD)a,
uniyasu Harimoto (MD)a, Shigeyuki Miki (MD)a, Tadaaki Kamitani (MD)a
Department of Cardiology, Matsushita Memorial Hospital, Osaka, Japan
Department of Clinical Physiology, Matsushita Memorial Hospital, Osaka, Japan
eceived 20 September 2011; received in revised form 21 October 2011; accepted 25 October 2011
Summary Pulmonary artery dissection is an extremely rare and fatal disease that is difﬁcultKEYWORDS
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to diagnose. We report a case of a 97-year-old woman with heart failure, who was diagnosed
as having silent pulmonary artery dissection by chance during transthoracic echocardiography.
Surgical treatment for pulmonary artery dissection was not performed, but the patient has been
doing well in a sanatorium for more than 2 years, being a centenarian.
© 2011 Japanese College of Cardiology. Published by Elsevier Ltd. All rights reserved.
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ulmonary artery dissection is extremely rare and difﬁcult
o diagnose during life because pulmonary artery dissection
auses a fatal condition, e.g. cardiogenic shock or sudden
eath [1,2]. We report on an elderly patient with heart
ailure, who was diagnosed as having pulmonary artery dis-
ection by chance during transthoracic echocardiography.ase report
97-year-old woman was transferred to the emergency
epartment of our hospital because of dyspnea. The patient
ad been well until 2 weeks before admission, but reduced
∗ Corresponding author at: Department of Cardiology, Matsushita
emorial Hospital, Sotojima 5-55, Moriguchi, Osaka 570-8540,
apan. Tel.: +81 66992 1231; fax: +81 66992 4845.
E-mail address: matsumoto.asumi@jp.panasonic.com
A. Matsumoto).
p
o
T
p
s
j
s
t
s
e
878-5409/$ — see front matter © 2011 Japanese College of Cardiology.
oi:10.1016/j.jccase.2011.10.005rine output and bilateral leg edema gradually developed.
iuretics were prescribed for presumed heart failure at
nother hospital, but the symptoms progressively worsened
ith decreased oral intake. She was admitted to our hospi-
al.
The patient had a previous history of ulcerative coli-
is and remained stable without medication. She had been
dmitted to our hospital because of heart failure 4 years pre-
iously. Amoderate amount of pericardial effusion (unknown
tiology) was identiﬁed at that time, but drainage was not
erformed because of hemodynamic stability without signs
f cardiac tamponade. She had never smoked.
On examination, the level of consciousness was clear.
he temperature was 37.1 ◦C, blood pressure 147/89mmHg,
ulse 115 beats per minute, and oxygen saturation 98% while
he was breathing oxygen at 5 l/min via nasal cannula. The
ugular veins were slightly distended without Kussmaul’s
ign. Examination of the heart showed a grade 2/6 holosys-
olic murmur that was loudest at the apex, with the third
ound; basilar rales were heard in the both lung ﬁelds; bilat-
ral pretibial pitting edema was present.
Published by Elsevier Ltd. All rights reserved.
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Figure 1 Parasternal short-axis view at the level of aortic valve (AV) showing the ﬂap (arrows) in the pulmonary trunk at the
end-diastolic phase (Panel A) and end-systolic phase (Panel B). LA, left atrium; LPA, left pulmonary artery; PE, pericardial effusion;
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APV, pulmonary valve.
Electrocardiography showed sinus rhythm, low voltage in
limb leads, and ﬂat T waves. Chest X-ray showed a car-
diothoracic ratio of 76% and a small amount of bilateral
pleural effusion. Transthoracic echocardiography showed
left ventricular ejection fraction of 57%, trivial to mild
mitral-valve regurgitation, mild aortic-valve regurgitation,
and mild pulmonary artery-valve regurgitation with slight
enlargement of the pulmonary artery. There was a large
amount of pericardial effusion without right ventricular
or right atrial collapse that was unchanged from 4 years
before admission. A dilated inferior vena cava of 16mm
with inspiratory collapse and undetectable tricuspid-valve
regurgitation indicated no signiﬁcant pulmonary hyperten-
sion. The ﬂap-like structure, which originated from the base
of pulmonary trunk and extended close to the bifurcation of
the left pulmonary artery, was detected by chance during
echocardiography (Fig. 1; Supplementary Movie 1). The ﬂap
in the pulmonary artery was not identiﬁed on echocardiogra-
phy at the age of 93 years. During the 4 years, she had been
well and did not complain of any symptoms suggestive of
pulmonary artery dissection, indicating that the pulmonary
artery dissection occurred silently.
The patient was diagnosed as having diastolic heart
failure with pulmonary artery dissection. Medical treat-
ment with diuretics and vasodilators reduced congestion and
improved symptoms. Surgical treatment for repair of the
pulmonary artery dissection was not performed. After dis-
charge from our hospital, the patient has been doing well in
a sanatorium for more than 2 years, being a centenarian.
Discussion
We experienced a case of a 97-year-old woman with silent
pulmonary artery dissection who was by chance diagnosed
on echocardiography. To our knowledge, the present case is
the oldest patient diagnosed with pulmonary artery dissec-
tion during life.
The diagnosis of pulmonary artery dissection has been
reported to be made postmortem in most cases because
the dissection of pulmonary artery is likely to lead to a
S
c
dupture rather than a distal extension with development
f re-entry site, unlike aortic dissection [2]. In 2005, Khat-
ar et al. [1] examined 63 patients with pulmonary artery
issection who were reported over the past 2 centuries
ranging from 26 days to 85 years, no gender predomi-
ance), and found that only 8 (13%) cases were diagnosed
uring life. On the other hand, at least 7 patients with
ulmonary artery dissection were diagnosed during life in
he 5 years since 2006 [3—9]. The increased number of
atients with an antemortem diagnosis may be due to the
ecent technical development of non-invasive cardiac imag-
ng, e.g. multi-detector computed tomography or magnetic
esonance imaging, which did not provide additional infor-
ation in the present case.
The occurrence of pulmonary artery dissection seems
o be associated with structural heart disease and/or pul-
onary hypertension due to pulmonary disease. Among the
3 reported cases of pulmonary artery dissection [1], 34
54%) cases had underlying cardiac disease, e.g. congeni-
al heart disease and rheumatic mitral valve stenosis, and
7 (27%) had pulmonary disease, e.g. primary pulmonary
ypertension and pulmonary thrombosis; only 7 (11%) were
iagnosed as having idiopathic or unspeciﬁed dissection
lthough their details were not described in the article
1]. Our case showed slight enlargement of the pulmonary
rtery, but neither signs of structural heart disease nor
ulmonary hypertension. Elderly patients might develop pul-
onary artery dissection without underlying conditions.
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ppendix A. Supplementary dataupplementary data associated with this arti-
le can be found, in the online version, at
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